Megakaryocytes were plentiful and fairly nuimerous platelets were seen in the marrow films. The presence of active erythropoiesis, megakaryocytes and 20% of granular cells suggested that this was not the marrow of a case of lymphatic leukaemia.
Following admission to hospital the condition of the patient rapidly deteriorated owing to continued vaginal haemorrhage and the occurrence of a severe melzena. Large retinal haemorrhages appeared. Six days after admission blood-count showed R.B.C. 1,530,000 per c.mm.; Hb. 25%; C.I. 0-83; W.B.C. 31,840 per c.mm. Differential count: Polys. 26%, small lymphos. 60%, large lymphos. 11.5%, large hvals. 2%. transitional neutrophils 0 5%. Platlets 3,060 per c.mm.
The patient was treated with repeated transfusions of compatible blood with considerable improvement, her hlemoglobin rising slowly to 76%. But the thrombopenia and increased bleeding time persisted as did the enlargement of the lymphatic glands and the high lymphocyte count in the peripheral blood.
Operation.-Twenty-three days after admission splenectomv was performed by Mr. Alan Perry. The spleen was normal in size. Microscopic examination of a section of the spleen showed " lymphocytic hyperplasia of the Malpighian hodies. Great excess of lvmphocytes in the sinuses of the pulp, much fewer in the solid strands of the pulp " (Dr. W. W. Woods).
Following splenectomy there was a dramatic improvement in the general condition of the patient, although she had a persistent slight fever for four weeks, for which no adequate cause could be found. There was no further hamorrhage. The bleeding time fell to 2% minutes while the platelet count rose to 571,000 per c.mm. The total leucocyte count fell post-operatively to 8,960 per c.mm. (34% small lymphocytes) but within three weeks had risen again to 22,760 per c.mm. (62.5% small lymphocytes). Both the raised lymphocyte count and the enlarged lymphatic glands then persisted until the patient was discharged, very much improved in general health, eight and a half weeks after admission.
Acromegaly, Partial Removal of Acidophil Adenoma of Pituitary Followed by Two Pregnancies.-IAN JACKSON, F.R.C.S., M.R.C.O.G. History.-In July 1931 Miss V. S., aged 20, was referred to Mr. Hugh Cairns with acromegaly, complaining of disturbance of vision. For one year she had noticed her hands and feet getting larger and for the last four weeks she had blurred vision. Her periods began when she was 14, but had always been irregular. Amenorrhoea for seventeen months followed by one period four months ago.
On examination.-She had definite appearance of acromegaly; six diopters of myopia ir both eyes, bilateral primary optic atrophy and a bitemporal hemianopia of scotomatous type. X-ray showed the sella turcica to be enlarged and there was tufting of the terminal phalanges.
Operation (July 20, 1931) .-Partial removal of a cystic and solid pituitary tumour by the right transfrontal route by Mr. Cairns. Some difficulty was experienced on account of a pre-fixed chiasma.
Histological report (Dr. Dorothy Russell): Solid polygonal-celled (predominantly alphagranule) adenoma of pituitary.
Following operation her visual acuity and fields greatly improved. Her feet became smaller but her hands remained the same. Married six weeks after operation. She had amenorrhoea following the operation but a year later was found to be pregnant. The Zondek-Aschheim reaction was positive at the 25th week; concentration below normal. X-ravs of the skull showed the pituitarv fossa slightly enlarged but X-rays of the long bones and epiphyses showed no abnormalitv. He was unable to tolerate thyroid gr. 1 t.d.s. and was, therefore, treated with a course of injections of antuitrin S but these produced no benefit.
On 31.4.41 he was admitted to hospital complaining of two weeks' severe colicky pain in the right side of his back radiating to the right groin, together with nausea and vomiting. The urine contained a fewv white cells, amorphous phosphates and B. coli. Blood urea 56 mg. 00.
X-rays of renal tract and intravenous pyelogram showed a calculus in the lower end of both ureters. Both stones were passed. He has continued to attend the out-patients' department and has been well on thvroid gr. % mane which he has tolerated. He has not growii or gained weight but his hbmoglobin has gradually risen to 100%/ (Haldane) and his B.M.R. is now +5.
Dr. RUSSELL BRAIN: In this case *exophthalmos is associated with myxcedema. There is evidence that in myxcedema there is an excess of the thyrotrophic hormone of the pituitary in the blood and urine and this seems the most probable explanation of the exophthalmos.
Elliptocytosis Associated with Hereditary Hamorrhagic Telangiectasia.-J. 1I. LIPscoNIB, MI.B. Two cases, brother and sister, from a family in which a chance association of oval red cells wvith hereditary telangiectasia has been demonstrated.
(1) S. H., female, aged 26. Three attacks of jaundice, the latest during 1942 wvhen admitted to the London Hospital for a gynxecological condition. At that time was jaundiced and spleen was palpable. Oval cells plentiful with evidence of haemolysis and regeneration. Minute telangiectases on hard palate and alveolar margin and a few on lips.
(2) L. H., male, aged 24. Frequent epistaxis and, in 1941, severe 1943: Sudden epileptiform seizure; admitted to hospital wvith clonic jerking involving whole of left side of body; clonus passed off leaving left-sided hemiplegia which completelv recovered. Blood showed polycythxemia, abundant oval cells and evidence of increased hoemolysis. Spleen palpable. Small telangiectasis has been seen on nasal septuLm. [April 9, 1943] MEETING AT Inzvestigationzs.-Blood-count: R.B.C. 5,270,000; Hb. 1020%; C.I. 0-96; 1W.B.C. 7,000 (polys. 64-5%, lymphos. 27-5%/, monos. 55%, eosinos. 1 5%,0, basos. 100).
Wassermann reaction negative. Agglutination for typhoid and paratvphoid negative.
Urine: Culture B. coli. Intravenous pvelogram: Although bothi kidneys functioni the right kidney is 1Iving lowN
